violence even though 86% noted interest in outside resources including legal and psychological support, conflict de-escalation techniques and self-defense classes. 30% constantly fear and 36% frequently fear becoming a victim of workplace violence; only 1% never have fear. These numbers are surprising given that 89% indicated they had security staff that round in the ED and the rest of the hospital. 46% had police officers in their hospital. Less than 2% had no security staff. 89% of respondents felt that their hospital does not employ a sufficient number of security staff, and 94% felt that security guards or police do not adequately protect them from violent encounters. 92% indicated that their hospital does not employ rules preventing loitering, and 87% stated their hospital does not limit the number of visitors. 82% indicated that workplace violence has affected their ability to provide patient care. 90% indicated that current laws do not adequately protect them. While previous studies suggested that being overworked may contribute to increased workplace violence, our data found no statistically significant association between number of hours worked and violence experienced. There was also no statistically significant difference in reporting of any of the listed types of workplace violence based on the timing (morning/afternoon/ night) or length of the shift (8 hours up to 24 hours), or type of hospital. Of all types of violence reported (verbal, physical, confrontation, Study Objectives: Emergency department (ED) visits frequently involve use of medical imaging. While CT is more commonly used than ultrasound or MRI, it exposes patients to ionizing radiation, a known carcinogen. The purpose of this study was to conduct focus group discussions with key stakeholders (emergency physicians and radiologists, hospital administrators, and imaging technologists) at hospitals across Wisconsin to discuss barriers and facilitators to using radiation-free imaging tests in the ED.
Study Objectives: Emergency department (ED) visits frequently involve use of medical imaging. While CT is more commonly used than ultrasound or MRI, it exposes patients to ionizing radiation, a known carcinogen. The purpose of this study was to conduct focus group discussions with key stakeholders (emergency physicians and radiologists, hospital administrators, and imaging technologists) at hospitals across Wisconsin to discuss barriers and facilitators to using radiation-free imaging tests in the ED.
Methods: Using a commercially available database through the Wisconsin Hospital Association, we randomly selected 7 hospitals where we held a series of semi-structured focus group discussions from 2016-2018. We first screened for hospitals that had access to MRI, ultrasound, and CT technology, as documented in the hospital association database. Next, we categorized these hospitals by size (small, medium, or large) per definitions used by the hospital association. We then subdivided each category by the type of community they served (rural, suburban, or urban) according to thresholds used in US Census reports. The resulting matrix had 9 cells, 2 of which had no hospitals (medium-rural and large-rural). We then generated a random list for each of the cells, providing an order to which hospitals would be approached first for study participation. Hospital administration was first contacted to obtain permission for study involvement. They also provided contact information for possible participants in each of the stakeholder groups. We obtained informed consent before each of the hour-long focus group discussions, which were recorded and professionally transcribed. In each discussion, the moderator followed a preset question guide and queried discussants on their perspectives and experiences with radiation-free imaging in the ED. The investigators then conducted independent, inductive thematic coding of the transcripts to identify themes. Inter-coder discrepancies were resolved through consensus discussion.
Results: We conducted discussions with each stakeholder group at 7 hospitals throughout the state, except for 1 stakeholder group that refused to participate after the study had begun at their site (physicians at the small-rural site). Despite the diversity in size of participating hospitals (bed size: 25-393) and community they served (population: 882-598,672), notable overlap existed within the discussions. Limited staffing for imaging technologies (ie, call in after hours), difficulty in scheduling ED cases within a full outpatient schedule, and physician practice inertia (ie, ordering what they usually order) were all identified as dominant barriers. Despite our initial conceptions, imaging test cost was not mentioned as a barrier to ordering MRI. Facilitators to using MRI and ultrasound in the ED included having a radiologist available for imaging selection consultation, concern over radiation exposure with CT, and the ability to do bedside ultrasound. Use of imaging guidelines was not a facilitator since almost none of the stakeholders knew of their existence.
Conclusions: Despite the variety of practice settings, the barriers and facilitators to the use of MRI and ultrasound in the ED were quite common. Barriers focused on resource availability, largely scheduling and technologist staffing, while facilitators mostly reflected knowledge considerations like expert consultation and concerns of radiation exposure. Methods: Prospective, multi-center study of adult subjects presenting to the emergency department (ED) with mTBI, an initial Glasgow Coma Scale score (GCS) > 14 who had computed tomography (CT) of the head and blood obtained for measurement of GFAP and UCH-L1 serum concentration within 6 hours of injury and every 4 hours thereafter up to 24 hours. Subjects had repeat GCS determinations and neurologic assessments timed with each blood draw. Neurologic worsening was defined as a 2 or more point decrease in GCS, a new pupillary abnormality, or deterioration in neurological or CT status sufficient to warrant immediate medical or surgical intervention. We compared median GFAP and UCH-L1 serum concentrations with 95% confidence intervals (95% CI) at 3 time-points between subjects who were neurologically stable or improved at 12 and 24 hours and those with a decrease in their GCS score at 12 hours or neurologic worsening at any assessment within the first 24 hours (Table) . We also compared GFAP and UCH-L1 concentrations between neurologically stable and neurologically worsening patients using a T-test for normally distributed data and the Mann-Whitney U test for non-normally distributed data. The area under the receiver-operating characteristic curve (AUC) with 95% CI was calculated for initial serum concentrations of GFAP and UCH-L1 to discriminate between patients who remained neurologically stable and those that went on to worsen neurologically.
Results: Of 147 head-injured subjects enrolled, 70 (47.6%) had an acute injury on head CT, 13 (8.8%) had a decrease in GCS at hour 12 compared to baseline, and 6 (4.1%) patients met criteria for neurologic worsening within 24 hours. The AUC for initial GFAP and UCH-L1 serum concentrations to discriminate between subjects who would develop decreasing GCS or neurologic worsening and those who would remain stable or improve their neurologic status was 0.77 (0.64-0.91) and 0.68 (0.52-0.84) respectively. The table shows median GFAP and UCH-L1 serum concentrations (95% CI) for the initial blood sample, and at 4 hours and 8 hours after the initial sample, stratified by GCS and neurologic status at 12 and 24 hours. P values for the T-test and Mann Whitney U test are also shown.
Conclusions: Serum GFAP and UCH-L1 concentration is significantly elevated within 6 hours of mTBI in subjects who will develop a decrease in GCS or neurologic status over the next 12-24 hours compared to those subjects who will remain stable or improve. GFAP remained significantly elevated for an additional 8 hours following the initial sample whereas UCH-L1 did not. Initial and serial measurement of serum GFAP concentration may help identify patients at risk for clinical deterioration in mTBI.
Emergency Department Visits for Bell's Palsy Have Increased in New Jersey, a LymeEndemic Area
Shukla P, Allegra J, Eskin B/Morristown Medical Center, Morristown, NJ Study Objectives: Bell's palsy is a common emergency department (ED) diagnosis, frequently attributed to viral etiologies and to Lyme disease in some regions. We previously showed that 16% of patients with Bell's palsy had confirmed Lyme disease in a Lyme endemic area of New Jersey (NJ). According to the Centers for Disease Control and Prevention, the number of cases of Lyme disease in NJ has changed little between 2006 and 2014. We therefore hypothesized that there would have been no change in the annual number of ED visits for Bell's palsy.
Methods: Design: Multi center retrospective cohort of ED visits. Setting: 7 NJ suburban EDs with annual visits from 26,000 to 97,000. Population: Consecutive patients seen by emergency physicians from 1/1/1999 to 12/31/2015. Protocol: We identified visits for Bell's palsy using International Classification of Diseases codes. Data Analysis: We computed the number of visits for Bell's palsy by year over the time period of the study. We then calculated the annual percentage of ED visits with Bell's palsy. We used percentage rather than total number of visits for Bell's palsy, as ED visits increased by 61% from 1999 to 2015 in the EDs included. Most of this increase was due to closure of other hospitals in the area. We plotted the percentage ED visits for Bell's palsy versus year and calculated the change from 1999 to 2015 and the linear coefficient R squared of the plot.
Results: Of the 6,199,347 total visits, there were 5328 (0.086%) with Bell's palsy. The mean age was 43 +/-20 years. Females comprised 49%. The annual percentages of ED visits for Bell's palsy in 1999 and 2015 were 0.071% and 0.097%, respectively. This represents a relative increase of 38% (95% confidence interval: 16% -63%). For the plot of annual percentage versus year, the linear coefficient R squared ¼ 0.65 (p < 0.0001).
Conclusions: Contrary to our hypothesis, we found a marked increase in ED visits for Bell's palsy from 1999 to 2015. Since the incidence of Lyme disease was essentially unchanged, our findings may reflect increases in other etiologies for Bell's palsy such as viruses. Further research may help inform treatment choices for Bell's palsy patients in the ED. Study Objectives: The objective is to investigate variables that may affect door-to-needle (DTN) time for administration of intravenous tissue plasminogen activator (tPA) in patients presenting with acute ischemic stroke. We hypothesize that the following factors will reduce DTN time and thus increase the likelihood of achieving "golden hour" administration within 60 minutes: (1) emergency medical services (EMS) as the mode of arrival to the hospital; (2) lower arrival systolic (SBP) and diastolic blood pressure (DBP); (3) greater time between onset of symptoms and arrival; and (4) lower score on the National Institutes of Health Stroke Scale (NIHSS).
Methods: This was a retrospective chart review of patients presenting with symptoms of cerebrovascular accident (CVA) to an inner city county emergency department from June 2010 to May 2013. Chi-squared tests were used to analyze sex, ethnicity, systolic blood pressure, diastolic blood pressure, mode of arrival, and stroke severity. T-tests were used to analyze age and onset to arrival time.
Results: Of 741 patients with acute ischemic stroke during this time period, 71 (10.4%) received intravenous tPA. This population was 49% male, had a mean age of 56, and was 48% Hispanic, 35% Black, 13% White, and 4% other race.
Patients whose mode of arrival to the ED was a personal vehicle had a DTN time 60 minutes only 35% of the time, compared to 68% of the time for patients arriving by EMS (p < 0.05). Patients presenting to the ED with SBPs 185 mm Hg had a DTN time 60 minutes only 25% of the time, compared to 58% of the time for patients with SBPs < 185 mm Hg (p < 0.05). Patients presenting with DBPs 110 mm Hg had a DTN time 60 minutes only 13% of the time, compared to 59% of the time for patients with DBPs < 110 mm Hg (p < 0.05). Figure 1 summarizes these results. DTN time differences in patients presenting with mild stroke (NIHSS 0 -4) and patients presenting with moderate to severe stroke (NIHSS 5 -42) were not significant. Additionally, onset of symptoms to arrival time, as well as age, sex, and ethnicity, were not associated with any significant effect on DTN times.
Conclusions: Transport to the ED via EMS reduces DTN time and increases the likelihood of "golden hour" administration of tPA. Additionally, arrival blood pressure below 185/110 mm Hg is also associated with decreased DTN time. Lastly, stroke severity and time since onset of symptoms do not affect DTN time.
